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Abstract
Objective: People who experience distressing voices frequently report negative (e.g. abusive or threatening) voice
content and this is a key driver of distress. There has also
been recognition that positive (e.g. reassuring, or guiding)
voice content contributes to better outcomes. Despite this,
voice content has been neglected as a standalone outcome
in evaluations of psychological therapies for distressing
voices. We aimed to examine whether a modular cognitive-
behavioural therapy (CBT) intervention for voices led to
changes in negative and positive voice content.
Design/Methods: In a naturalistic, uncontrolled pre-and
post-service evaluation study, 32 clients at an outpatient
psychology service for distressing voices received eight
sessions of CBT for distressing voices and completed self-
report measures of negative and positive voice content at
pre-, mid-and post-therapy.
Results: There was no significant change in positive voice
content. There was no significant change in negative voice
content from pre-to post-t herapy; however, there was a significant change in negative voice content between mid and
post-treatment in which the cognitive therapy component
was delivered. The CBT treatment was also associated with
significant changes in routinely reported outcomes of voice-
related distress and voice severity.
Conclusions: The cognitive component of CBT for distressing voices may be associated with changes in negative,
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but not positive, voice content. There may be benefit to
enhancing these effects by developing treatments targeting
specific processes involved in negative and positive voice
content and further exploring efficacy in well-
powered,
controlled trials with more comprehensive measures of
voice content.
K EY WOR DS
cognitive-behavioural therapy, hallucinations, hearing voices, treatment

Practitioner points
• There is renewed recognition of the important role of voice content (i.e. what voices say) as a
driver of distress related to voice hearing experiences.
• Current best practice CBT for distressing voices, with modules that include coping strategy
enhancement and cognitive therapy may reduce negative voice content, but does not appear
to change positive voice content.
• Modular CBT treatments may have some utility in changing negative voice content where
this is a goal of the client, but further development and evaluation of these interventions is
required.
• Practitioners are encouraged to assess not only voice frequency and distress when evaluating
their therapies for distressing voices, but also negative voice content.

I N T RODUC T ION
The experience of hearing a voice or voices in the absence of a corresponding external stimulus (also
known as auditory verbal hallucinations) occurs across a number of psychiatric diagnoses as well
as in the general population ( Johns et al., 2014). When this experience becomes persistent and distressing it can lead to significant impairment and a need for clinical care ( Johns et al., 2014; Loberg
et al., 2019).
One important determinant of distress and a need for care is what the voices say, or the content of the
voices. Indeed, Daalman et al. (2011) found that the presence of negative voice content was the best
predictor of whether people were a patient or non-patient in a sample of voice hearers. Early cognitive-
behavioural theories of voice hearing recognized the importance of voice content in driving negative
beliefs about voice intent and power (i.e. beliefs about malevolence and omnipotence), which subsequently influenced the distress experienced in relation to the voice (Chadwick & Birchwood, 1994).
However, the development of cognitive-behavioural theory and interventions following this early work
shifted focus from the role of negative content to an almost exclusive focus on the role of beliefs and
appraisals (e.g. Peters et al., 2012). More recently, there has been a call for renewed focus on negative
voice content in both theory and intervention (Larøi et al., 2019).
Surveys exploring the phenomenology of voices in large samples have helped to shed light on the
degree and nature of negative voice content in psychiatric populations. Nayani and David's (1996)
study of 100 voice hearers with schizophrenia-spectrum disorder diagnoses found that the majority
reported experiencing voices with negative content, with critical, derogatory, persecutory, threatening
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and commanding content endorsed by roughly 70% of people. Similarly, McCarthy-Jones et al. (2014)
examined the phenomenology of voices in a sample of 199 people with voices and a psychiatric disorder
and found high levels of endorsement of voices being persecutory (50%), abusive (61%), derogatory
(67%), threatening (63%) and critical (65%). Negative voice content has also been reported in samples
with posttraumatic stress disorder, bipolar disorder, borderline personality disorder, dissociative identity disorder and substance use disorders (Waters & Fernyhough, 2017).
It should be noted that there are some complexities in defining negative voice content. Objective
analysis of the literal, decontextualized linguistic content of voices (i.e. the actual words voices say)
confirms negative content in about a third of clinical voice hearers (de Boer et al., 2021). However,
content rated as ‘neutral’ by objective ratters is often rated as negative by the person experiencing the
voices (van der Gaag et al., 2003), suggesting that other factors, in addition to literal linguistic content, are involved in perceptions of the valence of voice content. It has been noted that the tone and
interpersonal context of voice utterances can also be important in perceptions of the valence of voice
content (Larøi et al., 2019). For example, a seemingly innocuous comment, such as ‘great work’ may be
experienced as negative if the tone is threatening or mocking, or if the speaker is identified as having
hostile intentions. Deamer and Wilkinson (2015) highlight the importance of the perceived communicative intention of voices, conceptualizing voices as hallucinated acts of communication rather than just
hallucinated sounds.
Interestingly, around 40%–50% of voice hearers in psychiatric populations report hearing voices
perceived as benevolent and with positive content in addition to voices with negative content (for example, endorsing hearing voices that were helpful, guiding and affirming; McCarthy-Jones et al., 2014;
Nayani & David, 1996). These findings indicate that positive and negative voice content often co-occur.
There is currently limited research into factors that contribute to or influence the valence of voice
content; however, several psychological variables have been theorized to be involved. There is a growing body of research that implicates experiences of childhood trauma and adversity in the presence
of negative voice content (Rosen et al., 2018). A recent study found that people whose trauma experiences were characterized by significant childhood sexual, physical and emotional abuse reported
higher amounts of negative voice content (as compared to those with emotion-focused, or no trauma;
Begemann et al., 2021). Important parallels between the type of traumatic events that people have
experienced and the specific content of their voices have also been noted (Corstens & Longden, 2013;
Hardy et al., 2005). Experiences of childhood trauma have a number of psychological impacts, which
may play a role in negative voice content. Research has particularly begun to explore the role of insecure
attachment (Berry et al., 2012), negative schematic beliefs (Scott et al., 2020) and hypervigilance to social threat (Garwood et al., 2015), with indication that these processes may play a role.
Cognitive-behavioural therapy (CBT) represents current best practice in treating distressing voices,
with trials showing that CBT has small, but significant effects on voice hearing severity (van der Gaag
et al., 2014). Cognitive-behavioural approaches to voices generally involve a collaborative assessment
and formulation of the factors contributing to a client's distress and an individualized intervention targeting these factors using a range of cognitive-behavioural strategies. Interventions commonly include
a focus on increasing coping and on addressing unhelpful beliefs about voices, which are empirically
derived targets deemed to contribute to voice-related distress. These components of CBT interventions
may address some of the theorized mechanisms involved in negative voice content, such as negative
schematic beliefs and hypervigilance to social threat and therefore impact upon negative voice content
specifically. Treatment trials have focused on overall voice severity, frequency and distress (e.g. Badcock
et al., 2020; Craig et al., 2018), or on compliance with voice commands, or beliefs about voice malevolence and omnipotence, as outcomes of interest (Birchwood et al., 2014). To date, we are not aware of
any trials of psychological therapy for distressing voices that have included voice content as a primary
outcome of interest. Given that negative voice content may be a key driver of voice-related distress, there
is growing consensus that negative voice content is a potentially important measure of treatment success
(Larøi et al., 2019). Indeed, our clinical experience suggests that clients frequently come to psychological
therapy with a hope of changing the negative content of their voices.
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Given that positive voice content often co-occurs with negative voice content, this is also a potentially important outcome. People who hear positive voice content have been found to relate this experience to a sense of companionship, protection, advice and personal growth (Valavanis et al., 2019). This
potential relationship between positive voice content and aspects of wellbeing indicates that enhancing
positive voice content could also be a fruitful aim of interventions. To date, this area has been overlooked in the evaluation of psychological interventions for voices.

A IMS
In order to address the gaps in current knowledge regarding the impact of current psychological treatments for distressing voices on both negative and positive voice content, we analysed routine service
evaluation data collected at [masked for blind review], a transdiagnostic outpatient psychological therapy service for distressing voices. We aimed to examine whether a modular CBT intervention with a
focus on increasing coping and addressing unhelpful beliefs about voices led to changes in negative and
positive voice content. To establish the general efficacy of the intervention, we also assessed changes in
routinely reported outcomes of CBT for distressing voices (overall severity and distress).

M E T HOD S
Study design
We examined the impact of a modular CBT treatment for distressing voices on both negative and positive voice content in a naturalistic, uncontrolled pre-and post-service evaluation study design.

Participants
Participants were clients attending [masked for blind review] Clinic –an outpatient psychological therapy service for people who hear distressing voices, based in [masked for blind review]. The clinic takes
a transdiagnostic, symptom-focused approach and therefore provides treatment for people regardless of
psychiatric diagnosis. The sole inclusion criteria for the clinic is that clients are experiencing distressing voices and are seeking psychological support for this. Exclusion criteria include: the presence of an
acute phase of psychosis and/or high levels of thought disorder, active suicidal ideation or intent (fleeting suicidal ideation was accepted, with planning or intent to act as the cut off), or a significant history
of violence towards others. These criteria are assessed by clinic clinicians in consultation with the client
and with referrers.

Procedure
Clients were offered eight therapy sessions in total (up to 1 h per session). The treatment offered at
[masked for blind review] Clinic is described in more detail elsewhere ([masked for blind review] et al.
2019). In brief, treatment consists of two treatment modules; module one (four sessions) focuses on
coping strategy enhancement (CSE; adapted from Tarrier et al., 1993, 1998) and module two (four sessions) focuses on cognitive therapy (taken from the ‘Guided self-help cognitive-behaviour Intervention
for VoicEs’ (GiVE) programme (Hayward et al., 2012; Hazell et al., 2018). The CSE module aims to
identify and reduce voice hearing triggers, improve coping and increase self-esteem building activities
in daily life. The cognitive therapy module aimed to re-evaluate unhelpful beliefs about the self and
voices, through identification of negative beliefs about the self and voices, and application of cognitive
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and behavioural techniques to support the re-evaluation of these beliefs. Typical beliefs targeted in the
self-esteem module included ‘I am stupid’, ‘I am weak’ and ‘I am worthless’, with the therapist guiding
the client to choose a negative belief that they hold, and the voice content also directly or indirectly
feeds into. Typical beliefs targeted in the beliefs about voices module included ‘the voice has more control over my life than I do’, ‘the voice knows all’, ‘the voice can cause me/others harm’. The therapy is
manualized but delivered with flexibility to individual needs and preferences.
Therapy was provided by two clinical psychologists, each with more than 15 years of experience in
working psychologically with people experiencing psychosis, or one of 13 provisional psychologists
(completing an accredited training program in clinical psychology) on placement at [masked for blind
review] under the supervision of the senior author. The provisional psychologists delivering treatment
attended 6 h of training in the intervention and attended weekly supervision.
Assessments took place at pretreatment (1 week prior to commencing therapy), mid-treatment (following the CSE module) and post-t reatment (following the cognitive module). Assessments were conducted using self-report measures, which were completed by the client online using Qualtrics, either at
their own home or in the clinic waiting room.

Measures
Demographic and clinical information was gathered at pretreatment using a self-report measure. Data was
collected regarding age, gender, marital status, current employment, length of time since first hearing
voices, and current medication. Information regarding current psychiatric diagnosis was taken from the
client's referral letter from their GP.
Negative voice content was assessed via self-report at pre, mid and post-treatment using a sum of two
items. The first item was taken from the Hamilton Program for Schizophrenia Voices Questionnaire
(van Lieshout & Goldberg, 2007), a self-report measure that asks respondents to rate aspects of their
voices over the last week. The item used was ‘How bad are the things the voices say to you?’ (rated on a
0–4 Likert scale, from 0 = no voices saying bad things, to 4 = horrible). The second item was designed
to assess the amount of voice content that the client perceived to be negative over the last week: ‘How
often were your voices negative’ (rated on a 0–4 Likert scale, from 0 = never, to 4 = a lot).
Positive voice content was measured using a single item designed to assess the how often they perceived
their voice content to be positive: ‘How often were your voices positive’ (rated on a 0–4 Likert scale,
from 0 = never, to 4 = a lot).
Overall voice severity was measured using the Hamilton Program for Schizophrenia Voices Questionnaire
(van Lieshout & Goldberg, 2007) severity factor identified by Berry et al. (2021). This includes six items
and has been found to have good psychometric properties (Berry et al., 2021).
Voice-related distress was measured using a single distress item from the Hamilton Program for
Schizophrenia Voices Questionnaire (van Lieshout & Goldberg, 2007; ‘How distressing are the voices
that you hear?’). This single item was chosen as a measure of voice distress, rather than the established
distress factor (Berry et al., 2021) because the distress factor includes the negative voice content item
and therefore may confound negative voice content with distress.

Statistical analysis
Data analysis was conducted using SPSS, version 26.0. Non-parametric analysis was considered
most appropriate for the dependent variables measured on single or double item Likert scales (positive and negative voice content, voice-related distress), as these were considered to be ordinal data
( Jamieson, 2004). Differences in positive and negative voice content and voice-related distress over
the three time points were analysed using the Friedman test, a non-parametric alternative to the repeated measures ANOVA. In the event of a significant omnibus test, post-hoc analyses of differences
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between each timepoint were conducted using the Dunn-Bonferroni's post-hoc method. Kendall's
W coefficient of concordance was used as a measure of effect size, yielding a figure between 0 and 1
that indicates the proportion of participants whose rank scores were in agreement (i.e. the proportion
of participants who showed improvement in the expected direction). Kendall's W can be interpreted
using Cohen's guidelines of 0.1 (small effect), 0.3 (moderate effect) and above 0.5 as a strong effect).
Differences in overall voice severity over the three time points were analysed using a one-way repeated
measures ANOVA. Violations to normality in overall voice severity scores were corrected using square
transformation and this statistical analysis conducted on the transformed data. Post-hoc analyses of
differences between each timepoint were conducted using a Bonferroni adjustment and partial eta
squared was used as a measure of effect size.

R E SU LT S
Data were collected between July 2019 and August 2021. During this time, 123 clients were offered
therapy at [masked for blind review] Clinic. Of these, seven (5.7%) attended the initial assessment session but did not commence therapy and two (1.6%) did not consent to having their data used for service
evaluation. Thirty-f ive (28.5%) clients opted to do a different type of therapy for their voices (the other
main treatment available at the clinic is imagery rescripting to treat underlying trauma). Of those who
began treatment, six (4.9%) had not been in the service long enough to complete any follow-up measures, 29 (23.5%) only completed the CSE module (with common reasons being that the client decided
to commence imagery rescripting, the client had a social crisis that prevented them from continuing, the
client was too thought disordered to conduct the cognitive module, or the client did not feel that they
needed further therapy,) and six (4.9%) terminated therapy prior to completion of the cognitive module
(reasons included a physical health crisis, clients commencing employment and two clients having relapses in substance abuse). Six clients (4.9%) completed all treatment sessions but did not provide data at
all timepoints. A total of 32 (26.0%) clients completed all eight sessions of therapy and the post-t herapy
measures and therefore had their data included in this study.

Baseline demographic and clinical data
Demographic and baseline clinical data for all participants is shown in Table 1. There were no significant differences between the sample included in the analysis (n = 32) and all referrals who commenced
CBT (n = 79) in the clinic during the period between July 2019 and August 2021.
At baseline, participants had a median score of six (IQR 3.75) on the negative content subscale (highest possible score eight), suggesting that participants often heard voices that they perceived to be very
negative in content. The median baseline score for the positive content scale was one (IQR 2), highest
possible score four), suggesting that participants were not often hearing positive voices, but that positive
voices were certainly part of many participants' experience.
While data relating to the exact content of voices was not routinely collected, common examples of
negative voice content included threats or warnings of harm to the client or their loved ones, derogatory
comments about the client's appearance, personality or life situation, and ego-dystonic socially ‘taboo’
comments (e.g. sexually explicit, racist, or homophobic content).

Changes in negative and positive content
Table 2. shows the median and interquartile range for negative and positive content of voices at each
timepoint.
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Baseline demographic and clinical data
Study sample (n = 32)

All participants who
commenced CBT (n = 79)

Age (M [SD], n = 29)

33.93 (16.16)

42.47 (23.77)

Length of time hearing voices (M [SD])

12.39 (11.17)

19.62 (25.78)

Female

18.00 (56.30)

42.00 (53.16)

Male

14.00 (43.80)

37.00 (46.84)

Gender, n (%)

Highest level of education, n (%)
Left school before 16

5.00 (15.60)

10.00 (12.80)

Left school at 16

4.00 (12.50)

13.00 (16.70)

Completing/ completed year 12

8.00 (25.00)

21.00 (26.90)

Completing/completed further vocational
qualification

9.00 (28.10)

20.00 (25.60)

Completing/completed undergraduate degree

5.00 (15.60)

11.00 (14.10)

Completing/ completed postgraduate degree

1.00 (3.10)

3.00 (3.90)

Missing

0.00 (0.00)

1.00 (1.27)

Employment status, n (%)
19.00 (59.40)

47.00 (59.50)

Employed (part or fulltime)

Unemployed

6.00 (18.80)

20.00 (25.30)

Student

7.00 (21.90)

12.00 (15.20)

Marital status, n (%)
20.00 (62.50)

56.00 (70.90)

Married/cohabiting/long term relationship

Single

9.00 (12.50)

17.00 (21.50)

Separated/ divorced

3.00 (9.40)

6.00 (7.60)

12.00 (37.50)

29.00 (32.90)

Multiple, including psychotic disorder

4.00 (12.50)

9.00 (19.00)

Non-psychotic disorder

3.00 (9.40)

7.00 (5.10)

Multiple, no psychotic disorder

5.00 (15.60)

13.00 (19.00)

Diagnosis on referral letter, n (%)
Psychotic disorder

No diagnosis

0.00 (0.00)

1.00 (1.27)

Missing

8.00 (25.00)

20.00 (25.32)

Anti-psychotic medication only

7.00 (21.90)

21.00 (26.60)

Other psychotropic medication only

5.00 (15.60)

8.00 (10.10)

15.00 (46.90)

34.00 (43.50)

5.00 (15.60)

16.00 (20.25)

Current medication, n (%)

Combination (anti-psychotic and other)
Missing
Abbreviations: M, mean; n, number; SD, standard deviation.

A Friedman's test showed that there was a small to moderate, significant difference in negative voice
content over the three timepoints, X2F(2) = 17.58, p < .001, W = 0.28. Post-hoc tests using the Dunn-
Bonferroni method showed that: (1) there was no significant difference between pretreatment and mid
treatment (measuring the impact of the behavioural module of CBT, CSE), z = −1.44, p = .45; (2) negative voice content was found to be significantly lower at post-treatment than at mid treatment (measuring the impact of the cognitive module of CBT), z = 3.81, p ≤ .001; and (3) there was no significant
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Average scores on voices outcome measures at pre, mid and post-t reatment
Pre treatment

Mid treatment

Post-
treatment

Negative voice content (Mdn, IQR)

6.00 (3.75)

6.00 (4.00)

4.00 (5.00)

Positive voice content (Mdn, IQR)

1.00 (2.00)

1.00 (2.00)

1.00 (1.00)

15.52 (3.50)

13.74 (4.77)

13.06 (4.34)

3.00 (2.00)

2.00 (2.00)

2.00 (2.00)

Voice severity (M, SD)
Voice-related distress (Mdn, IQR)

Abbreviations: IQR, interquartile range; M, mean; Mdn, Median; SD, standard deviation.

difference between pretreatment and post-t reatment (measuring the impact of the whole CBT intervention), z = 2.38, p = .53.
A Friedman's test showed that there was not a significant difference between positive voice content
over the three timepoints, X2F(2) = 4.03, p = .13, W = 0.06.

Changes in voice-related distress and voice severity
A Friedman's test showed that there was a small, significant difference in voice-related distress over the
three timepoints, X 2F(2) = 10.76, p < .005, W = 0.17. Pairwise comparisons showed that voice-related
distress reduced significantly between pretreatment and mid-t reatment (z = 2.35, p = .02); (2) there was
no significant change in voice-related distress between mid-treatment and post-treatment (z = 0.25,
p = .78); and (3) voice-related distress reduced significantly overall (between pretreatment and post-
treatment; z = 2.60, p < .01).
A one-way repeated ANOVA showed that there was a large, significant difference in voice severity
over the three timepoints, F (2, 60) = 8.27, p < .001, partial η2 = .22. Pairwise comparisons showed that
voice severity reduced significantly between pretreatment and mid-t reatment ( p = .03); (2) there was no
significant change in voice severity between mid-t reatment and post-t reatment ( p = .34); and (3) voice
severity reduced significantly overall (between pretreatment and post-t reatment; p < .01).

DIS C US SION
The current study is the first to specifically examine changes in positive and negative voice content during CBT for distressing voices in a transdiagnostic sample, in a ‘real-world’ clinical setting.
Before starting CBT for distressing voices, clients in an outpatient psychological therapy service
reported often hearing voices that were very negative in content. The high levels of perceived negative
content in this group of distressed voice hearers is in keeping with previous phenomenological research,
which found that 60% of voice hearers in a psychiatric population endorsed hearing negative voice content (McCarthy-Jones et al., 2014). Given that participants in the current study were specifically seeking treatment for distressing voices, and that distress (Rosen et al., 2018) and help seeking (Daalman
et al., 2011; Honig et al., 1998) have been shown to be related to negative voice content, the high levels
of negative content at baseline are not surprising. Of note, a number of clients also reported sometimes
hearing voices with positive content. Indeed, this finding corroborates previous research that has shown
that clinical voice hearers do report positive content that can co-occur with negative voice content
(McCarthy-Jones et al., 2014).
Analyses indicated that our modular CBT intervention was associated with significant changes in the
routinely reported metrics of voice-related distress and overall voice severity. Both voice-related distress
and voice severity reduced significantly over the treatment, with the majority of change appearing to
occur early in treatment (during the CSE phase, rather than during the cognitive therapy phase).
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When examining omnibus tests of effects on voice content specifically, our findings showed that
clients receiving a modular CBT for voices that has a focus on coping and on changing unhelpful beliefs about the self and voices had a significant reduction in negative voice content. This suggests that
CBT for distressing voices may be associated with a small, but significant, reduction in negative voice
content. Conversely, there was no significant change in positive voice content, suggesting that CBT for
voices may not have an impact on positive voice content.
Post-hoc analyses indicated that there was no significant change in negative content from pre to post-
therapy, but that significant change did occur in the latter half of therapy (from mid to post-t reatment)
in which the cognitive therapy component was delivered. This may indicate that cognitive therapy is
particularly associated with changes in negative content over and above coping focused therapy; however, it is not possible to determine whether this effect was truly down to the module content, or rather
is due to a lagged or cumulative treatment effect. Notably, our analysis of effects of the treatment on
voice-related distress and voice severity differed, indicating that most change for these outcomes occurred in the early stages of therapy (during the coping focused phase). This discrepancy might indicate
that while CSE is effective for reducing voice-related distress and overall voice severity, it is less potent
for addressing negative voice content specifically.
Although the study design limits conclusions about the active ingredients of the intervention that
may have contributed to changes in negative voice content, the apparent response in the latter half of
therapy does raise the possibility that the cognitive component of the intervention may be particularly
effective in addressing negative voice content. The cognitive module of the treatment had a focus on
two key areas of unhelpful beliefs: beliefs about the self and beliefs about voices. The proposal that
changes in negative content occurred as a result of cognitive therapy for negative self-schemas would
corroborate previous research that has found a relationship between negative self-schemas and higher
levels of negative voice content (Smith et al., 2006; Thomas et al., 2015; Scott et al., 2020; for review on
social schemata and voices see Paulik, 2012). The proposition that cognitive therapy addressing negative
beliefs about voices led to a decrease in negative voice content is also in line with previous theory and
research that has identified a likely bidirectional relationship between beliefs about voices and negative
voice content. It has been identified that it is likely that negative voice content provides evidence for
beliefs about the malevolence and power of the voice (Chadwick & Birchwood, 1994) and also that these
beliefs regarding the intent and power of the voice then impact whether voice content is experienced as
negative (e.g. in the case where objectively voice content is a neutral comment, but is interpreted to be
negative due to wider beliefs about the intent of the voice; Larøi et al., 2019). It has also been suggested
that beliefs about voice malevolence and omnipotence may lead to more negative interactions with
voices (through hostile dialogue), which reinforce negative voice content through the strengthening of
cognitive structures that are associated with negative content (Thomas et al., 2015). Our findings here
therefore strengthen the proposition that negative schematic beliefs about self, others and voices play a
role in negative voice content and also suggest that interventions targeting these beliefs (such as relating
therapy and compassion-focused therapy) are a fruitful direction for developing interventions that can
specifically target negative voice content in situations in which this is the goal of the client.
The reductions in negative voice content from mid to post-t herapy were statistically significant but
the effect size was small to moderate. This suggests that there is a need to develop interventions that
have a more potent effect on negative voice content (given that negative voice content may play a key
role in voice-related distress and that change in negative voice content is a goal for many clients who
seek support with their voices). Improving our understanding of the psychological processes that impact
on negative voice content will be central to developing more effective interventions. It is plausible that
different types of negative voice content are linked to different psychological mechanisms. A first step
may therefore be to examine and categorize negative voice content in a more nuanced way. For example,
differentiating ego-dystonic socially taboo content that may be related to obsessive compulsive processes
from derogatory content potentially related to negative self-schema, and threatening content that might
be conceptualized as relating to memories and social schema developed as a result of past experiences
of interpersonal victimization and abuse (Larøi et al., 2019). Gathering empirical data in this area may
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then inform the development of targeted interventions that address these processes. Interventions such
as compassion-focused therapy or trauma focused therapies could be promising interventions where
trauma memories or hypervigilance to threat are implicated (e.g. Brand et al., 2021; Heriot-Maitland
et al., 2019; Paulik, Hayward, et al., 2019; Paulik, Steel, & Arntz, 2019). Similarly, relationally based
therapies, such as relating therapy (Hayward et al., 2017; Paulik et al., 2013), the Talking With Voices
approach (e.g. Longden et al., 2021), or AVATAR therapy (Craig et al., 2018; Ward et al., 2020) may be
indicated where relationships with voices mirror past experiences of discrimination, victimization, or
marginalization and this appears to fuel negative content. Large trials that assess negative voice content
as an outcome and which use mediation analysis to assess mechanisms of change in therapy would provide increased knowledge in this area.
The fact that our results indicated differential effects of CBT for voices on negative versus positive
voice content highlights the fact that positive and negative content are likely not diametrically opposed
concepts at ends of the same spectrum, but that perhaps they need to be considered as separate constructs that have different psychological mechanisms underpinning them. An important direction for
future research may be in understanding the particular psychological factors involved in positive voice
content and using this to develop interventions that might lead to increases in the amount of voice
content that is perceived to be positive. This is an area that has been neglected in literature and interventions to date.
The use of real-world data from clinical practice is a strength of this study, providing good ecological
validity. However, a number of limitations must also be considered when interpreting the results found.
Firstly, the study is an uncontrolled pre–post study, which limits the ability to ascribe the changes seen
to the specific treatment offered, rather than to natural change over time, or to the general effects of a
therapeutic relationship. Non-random allocation to treatment and exclusion of those who did not complete treatment may have introduced some bias in the findings. The final sample was small and only a
small proportion of those initially referred, this may have limited the power to detect treatment effects,
as well as introducing bias to the outcomes. Future randomized controlled studies of psychological
treatments for distressing voices could include negative voice content as an outcome of interest in order
to provide more robust findings regarding the specific effects of these therapies on negative voice content. A commonly used outcome measure in trials of psychological interventions for voices has been the
psychotic symptom rating scales (PSYRATS; Haddock et al., 1999), which does include an item relating
to voice content, however as noted earlier, these trials have typically focused on voice-related distress,
voice frequency, or beliefs about voices as primary outcome measures, with the negative content item
included as part of the voice-related distress dimension. Increasingly, it is becoming clear that negative
voice content may be a key variable of interest (Larøi et al., 2019). In addition, no follow-up was conducted after the immediate post-t reatment timepoint so it is unclear if changes in negative voice content
endure over longer timeframes.
Finally, the measures used to characterize negative and positive voice content in this study were
limited to one or two item Likert scales, which are likely to be limited in capturing the complex and multidimensional nature of negative and positive voice content. Indeed, complexities in defining negative
and positive voice content have been noted, with a recognition that perceptions of negative or positive
content are likely to be influenced by objective voice content, as well as non-verbal aspects (such as tone)
and the person's beliefs about their voices, including the identity and intent of the voice (Badcock &
Chhabra, 2013; Larøi et al., 2019). The measure in the current study measured subjective perceptions of
voice content, but did not provide a decontextualized assessment of the literal content of voices. Future
research could focus on developing a more comprehensive assessment tool for capturing relevant aspects of negative and positive voice content, this may be a multi-item scale measuring different aspects
of negative content (e.g. capturing both literal content and perceptions of communicative intent), or
using qualitative methods.
In conclusion, the current findings suggest that current CBT treatments for distressing voices (that
focus on increasing coping and addressing negative beliefs about voices) may be associated with reductions in negative, but not positive, voice content. There is a need to enhance these effects by developing
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treatments that target specific processes involved in negative and positive voice content and to further
explore efficacy in well-powered, controlled trials with more comprehensive measures of voice content.
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